SUMMARY In 100 patients with irritable bowel syndrome a wide variety of non-gastrointestinal symptoms were significantly more common than in a group of 100 age, sex, and social class matched controls. Nocturia, frequency and urgency of micturition, incomplete bladder emptying, back pain, an unpleasant taste in the mouth, a constant feeling of tiredness and in women dyspareunia were particularly prominent (p<00001). With reference to non-colonic gastrointestinal symptoms nausea, vomiting, dysphagia and early satiety were very common (p<00001). This symptom diversity was observed irrespective of whether the patient had a psychiatric disorder or not. Patients smoked more than controls (p=002) drank more caffeine containing drinks (p=0.03) and 26% had taken at least one week off work in the previous 12 months. Thirty three per cent of patients had a family history of irritable bowel syndrome. Cognisance of these diverse symptoms may prevent referral to the wrong medical specialty and inappropriate investigation. They may also be indicative of a much more diffuse disorder of smooth muscle than has previously been appreciated.
Patients with irritable bowel syndrome often complain of a wide variety of symptoms1-6 some of which, such as frequency of micturition, may not necessarily be of gut origin. In addition, non-colonic gastrointestinal symptoms such as heartburn and dyspepsia2 4are reported as being more frequent in irritable bowel syndrome. A number of these symptoms, however, are quite common in a 'normal' population and as their prevalence in an appropriately matched normal control group has not been assessed, their significance remains questionable.
Evidence suggesting small bowel7 and oesophageal8 involvement has led to the concept that irritable bowel syndrome is not a disorder confined to the colon. This could explain why some patients complain of dysphagia and dyspepsia which may, if the colonic complaints are less marked, lead to an erroneous diagnosis. Misdiagnosis can also result from the variable site of the colonic pain which is not necessarily confined to the abdomen.9
Peptic ulceration, gall stones and appendicitis are sometimes implicated occasionally leading to inappropriate surgery. 911 It was the purpose of this study to reassess these features of irritable bowel syndrome and to record Non-colonic features of irritable bowel syndrome Patients without psychiatric disorder in brackets. Table 7 Non-significant differences between patients and controls not specified in Tables 1-6 syndrome patients in this study have been the subject of an in depth assessment of motility, psychiatric status, and response to therapy which will be reported in detail elsewhere. The data from this study show that patients with irritable bowel syndrome who have no evidence of psychiatric disorder still complain of a wide variety of different symptoms. This would suggest that psychological factors may not solely account for this observation. Although the higher symptom scores in the psychiatric group indicate a tendency to complain more this does not resolve the question of whether irritable bowel syndrome patients without psychiatric disorder are chronic complainers. It is of some interest, however, that this group of patients complain of no more dysmenorrhoea and premenstrual tension than do controls (Table 2) . Whatever the reason for this diverse symptomatology, knowledge of its association with irritable bowel syndrome is critical with regard to management and the prevention of referral to the wrong specialty or inappropriate investigation. It is noteworthy that many of our patients had been previously investigated for back or genitourinary problems with negative results. Of the symptoms listed in the Tables, dysphagia, nausea, early satiety, back pain, an unpleasant taste in the mouth, a constant feeling of tiredness, frequency and urgency of micturition, and in women dyspareunia seem to be most strongly associated with irritable bowel syndrome. Before any diagnostic value can be attributed to these symptoms, however, their prevalence in patients with other types of gastrointestinal disease would have to be assessed in order to evaluate their discriminant value. This study is now in progress.
Lastly the familial incidence of 33% suggests some form of predisposition. It may be that clinical and physiological investigation of both affected and unaffected relatives would shed some light on the pathophysiological mechanisms involved.
